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- 24 million individuals in the U.S have been 
diagnosed with type 2 diabetes mellitus making 
diabetes one of the most prevalent diseases (Miller 
and Dimatteo, 2013).  
- Uncontrolled diabetes can lead to chronic conditions 
such as cardiovascular complications, kidney failure, 
eye disorders, and peripheral nerve complications.  
- Hemoglobin A1C (A1c), is a value that identifies the 
average blood glucose over a 3-month period 
(Understanding A1C, 2020). This number indicates 
how well controlled a persons blood glucose is.  
- A target blood glucose is to be under 7% or better. An 
A1C greater than 6.5% puts the individual at risk for 
complications.  
Two themes emerged from the literature review.  
1. Effects of support groups for type 2 diabetics  
a) Support groups have been shown to offer the 
support and confidence that patients need. 
b) Patients feel a sense of comfort from their peers 
by sharing and listening to personal stories on 
managing their diabetes. 
c) Peer support/reassurance from their health care 
providers have shown a decrease in A1C levels 
and improved glycemic control (Miller and 
Dimatteo, 2013).   
2. Barriers to diabetes treatment compliance & 
achieving target range A1Cs 
There are several barriers to individuals having 
poorly controlled blood glucose levels including: 
• Lack of a support system 
• Poor health literacy 
• Lack of physical activity 
• Poor diet
Purpose
The purpose of this project was to develop a support 
group for patients with pre-diabetes or type 2 diabetes 
at Christ Family Physicians of Springfield. The support 
group is to optimize self management of diabetes by 
increasing knowledge of the disease, recommended 
diet, exercise, and enhanced support. 
Background/Literature Review Summary
-The development of a diabetes support group is part of 
the essential role of an APRN including patient 
education (Robertson, 2012).  
-The APRN is the key manager of the patients 
treatment plan 
APRN provides education & support & promotes 
treatment plan adherence.  
-Patients may have improved compliance from 
enhanced  support of their provider and from other 
patients also battling diabetes.  
--Due to the COVID-19 pandemic there has been a 
notable spike in patient’s A1Cs. Patients admit to a 
more sedentary lifestyle and poor dietary habits.  
-Patients have voiced that they may benefit from a 
support group that is specifically directed towards 
education on diabetes management and education. We 
want to continue to keep our patients safe so offering a 
vitual support group through “Zoom” is the best option 
at this time.  
-Patients need to have access to a device that allows 
them to use Zoom (i.e a laptop, tablet, or smartphone) 
-APRN, diabetic educator, and nutritionist will be 
leading the 3-month session 
-Will address barriers that may affect diabetic 
management and compliance 
Nursing Theoretical Framework
The Chronic Care Model (CCM)  advocates for the 
health care system to meet the needs of individuals 
who are dealing with chronic disease such as diabetes 
mellitus (Stellefson et al, 2013).  
-There are six components to the CCM model:  
• Organization of the health care system leadership 
and identifying barriers 
• Facilitating support for patients 
• Providing guidance for evidence based care 
• Coordinating care, tracking patient progress  
• Utilizing community resources (Stellefson et al, 
2013) 
-Improvement in A1C levels and patient self-care has 
been noted with utilization of the CCM (Stellefson et 
al, 2013).
Methods/Project Description
The group should be led by an APRN or physician due 
to risk of providing inaccurate information if solely 
peer lead.  
-This demonstrates the principles of beneficence  
and non-maleficence. It is the duty of the APRN to 
keep patients safe with accurate information 
-Patients will verbally consent to keeping the 
information in the group confidential (confidentiality)  
-Encouraging patients to have increased independence 
in the management of their diabetes  (autonomy).  
-Patients who have autonomous support from their 
provider have increased confidence and improved 
glycemic control (Lee et al, 2019). 
Barriers to Adherence
Barriers to hosting the support group include: 
• Lack of knowledge or capability to using Zoom 
• Ability to keep participants engaged while online 
Barriers to compliance with the management of diabetes 
include:  
• Poor relationship with their primary care provider 
• Feeling helpless 
• Social constraints (Medhi and Salhehoddin, 2018).  
Health Literacy:  
• Low health literacy is related to poor diabetes outcomes 
(Cavanaugh, 2011). 
• Low health literacy can lead to worsened glycemic 
control and retinopathy (Cavanaugh, 2011) . 
• Those with higher health literacy have increased 
medication compliance, decreased risk of 
complications, and lower rates of morbidity & mortality 
(Fields et al, 2020). 
Cost 
• Affects the patient, community, family, and health care 
system.  
• Medications for diabetes and healthy foods are not 
cheap. Patients often times put their health aside due to 
finances at home and needing to meet other needs. 
• Establishing short-term goals for the patient and finding 
community resources can help cover the cost of dietary 
modifications to prevent further complications 
Ethical Considerations 
The goal of this project was to optimize self-
management of diabetes in a primary care population 
in order to improve A1C levels and to prevent 
complications from hyperglycemia and uncontrolled 
diabetes. 
-Offering the support group through Zoom will keep 
patients safe while allowing APRNs to provide 
education and increased support for patients.  
-Implementing lifestyle changes (increased physical 
activity and diet modifications) are necessary for 
enhanced glycemic control
Outcomes and Evaluation
A1C level re-checks will be performed at the end of the 
3-month session to evaluate for improvement. We 
would optimally like to see at least a 1-2 point 
improvement or better in the A1Cs of our participants. 
Chrvala et al. (2015) noted significant improvement of 
A1C levels with an  increase in patient support and 
education  
-Upon completion of the support group, patients' 
knowledge will be evaluated by asking them to 
verbalize the information they have learned. Patients 
will continue to self-manage their diabetes at home and 
improve their A1C levels measured by repeat A1Cs 
performed on follow-up visits. 
Conclusion
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